these cases into a sanatorium within reasonable time. There seems now little opportunity of getting patients into sanatoria -within reasonable time unless such a place as Montana Hall is utilized.
Eighty beds may be only a drop in the ocean of beds required, but at least it is a drop.-I am, etc., '
Sidmouth, Devon.
A. H. DUNKERLEY.
Inoculation and Poliomyelitis
SIR,-The recent indication of association between inoculation -and poliomyelitis (July 1, p. 1) raises the question whether this is yet another manifestation of the stress and general adaptation syndrome (Selye, June 17, p. 1383) .
It seems possible that, curing the incubation phase of an -infection with the poliomyelitis virus, the body is in a state of stress comparable with that called by Selye the "alarm reaction." During this phase the individual is more sensitive to conditioning factors, such as an inoculation. This may explain why many cases of poliomyelitis do not reach the stage of paralysis, as in them there has not been any antecedent selective conditioning factor. Theoretically, conditioning factors of many types such as inoculation, tonsillectomy, exercise (Ritchie Russell), or even severe mental strain may play a part in the aetiology of each case of poliomyelitis showing paralysis.
If this hypothesis is correct, it should eventually be possible to treat, by the injection of adrenal hormones (corticoids), cases of poliomyelitis in the early stages, either to prevent the onset of paresis or to halt its course. It is believed that A.C.T.H. has no helpful effect on poliomyelitis, but other corticoids with -theoretically a similar action on the general adaptation syndrome may be synthesized in the near future. It would seem well worth while to subject them to prolonged clinical trial on a disease which so far has no specific therapy.-I am, etc., London, S.W.7.
JOAN LLEWELYN.
Chloromycetin and Typhoid Haemorrhage SIR,-This report of the timely arrival of "chloromycetin" in saving the life of a moribund patient with daily typhoid haernorrhages is considered worthy of record.
On December 7, 1949, a young Arab of Bahrain aged 20 was -admitted to the Bahrain Government Hospital with a 3-day pyrexia of acute onset. On admission he had a temperature of 1030 F. (39.40 C.) and pulse of 108. Patient was quiet. The abdomen -showed no definite signs other than an enlarged spleen. The chest was normal. There was a leucopenia of 3,200. The urine was normal.
During the first week the pyrexia ran the usual high intermittent course of 103°-104°F. (39.40°400 C.), and the pulse was 108-118.
On the tenth day of the disease the Widal reaction showed a high positive for S. typhi of 1/250. By then the abdomen was distending with right-iliac-fossa tenderness and tympanites. The general -condition was that of a restless early delirium. After reaching a peak temperature of 104.60 F. (40.30 C.) on the tenth day a slow lysis took place during the second week, where it settled at 1020 F.
(38.90 C.) well into the third week. The general condition was now deteriorating. His bowels, loose at the onset, then confined, became again active. On the twenty-first day four roundworms were passed. Early the next morning 2-3 oz. (55-85 ml.) of dark red blood was passed. Morphine was given, ice bags were applied to the abdomen, and intravenous saline therapy was at once adopted. After a pause of one day a specimen stool showed a large quantity of blood, about 10 oz. (280 ml.), and two roundworms. More rigorous saline treatment was given, and also nikethamide. The pulse rate did not rise above 120, and the temperature remained at 102°-103°F. He was weakening fast, with high delirium. He was not expected to live more than another two days, and with tense anxiety we were .awaiting the arrival of chloromycetin.
The following morning the drug ar&ived on the twenty-fourth day ,of the disease. A course was planned as follows: first day, 4 g.; second day, 4.5 g.; third day, 4 g.; fourth day, 3.5 g.; fifth and half the sixth day, 5 g. A total of 21 g. was therefore given over five and a half days. Dosage was 0.5 g. and 0.25 g. alternately every two hours the first two days; 0.5 g. two-hourly the third day, and 0.5 three-hourly and then four-hourly for the remaining time.
Intravenous saline therapy, ice to abdomen, and nikethamide were also kept on for four days of the chloromycetin treatment, because two subsequent small haemorrhages, each of 2 oz., occurred during T the next two days. Three more roundworms were also passed. Two days after cessation of the chloromycetin treatment the temperature was normal and the pulse was 100. After four days of constipation from the last haemorrhage, enemas were given every second day. Twelve days from the last haemorrhage solid diet was begun, and progress thereafter has been excellent and uneventful, without relapse.
There was no dramatic fall of temperature till the sixth day of chloromycetin treatment, presumably because of the widespread involvement of the lower small intestine. The subacute abdominal signs improved progressively daily despite the two haemorrhages after the start of treatment. The most dramatic effect was the mental change from high delirium and restlessness to quiet awareness in three days. Bushby (1947) had made known their results on the action of streptomycin on " L " organisms, which are believed to play an important part in the causation of Reiter's syndrome (Harkness and Henderson-Begg, 1948) , clinical trials with the antibiotic were undertaken. Warthin (1948) reported four cases and Dienes et al. (1948) published the results obtained in six cases.
My earliest personal experience with the antibiotic in Reiter's disease goes back to 1948, when the first two patients were treated at St. Charles's Hospital ; both received 10 g. of streptomycin (0.25 g. six-hourly for ten days). The results have been reported and commented on elsewhere by Harkness (1950) , who also mentions a third case treated with 20 g. of streptomycin (0.5 g. six-hourly), which is of special interest because the patient developed typical lesions of keratodermia blennorrhagica during treatment, thus demonstrating the inability of the drug to overcome the disease. On the other hand, another patient, aged 35, in a severe relapse of Reiter's disease was treated in July, 1949, with 18 g. of streptomycin (0.5 g. four-hourly for six days) and completely recovered. Although he developed a toxic skin eruption after the last dose, this cleared with antihistamine drugs in thirty-six hours and the patient was discharged home a week after completion of treatmnent.
However efficacious such treatment may be, such large doses of streptomycin, even for a short period of time, are obviously dangerous. An interesting point mentioned by Dr. Appleyard is the rise in the erythrocyte sedimentation rate during streptomycin therapy, when a fall would be expected. I can confirm this paradoxical finding in four streptomycin-treated cases of Reiter's syndrome, and Dienes has made the same observation. Moreover, the temperature may behave in a similar fashion and not return to normal till some time after the injections have been discontinued.
The most urgent problem in connexion with Reiter's syndrome is, to my mind, the elucidation of its aetiology. The first step in this direction must be the co-operation of clinicians and bacteriologists in the investigation of all cases of Reiter's syndrome and, furthermore, the realization that nearly all cases of so-called gonococcal rheumatism or gonococcal polvarthritis are really cases of the incomplete form of Reiter's syndrome. It is also important to recognize that the syndrome is either of the dysenteric or venereal type and that the latter is a true venereal disease with all its epidemiological implications. Harkness (1949) suggested the name " venereal syndrome " for the JULY 15, 1950 CORRESPONDENCE MEDICALJOURNA condition following sexual intercourse, and "dysenteric syndrome" for the disease described originally in 1916 by Reiter, and he holds the view that the infective agent in both conditions is probably the same, the portal of entry in the first condition being the urethra and in the second the bowel (Harkness, 1949 and 1950) .
Recent advances in the study of the venereal syndrome as described by Harkness include the microscopical demonstration of a virus in the scrapings from the urethra, conjunctivae, and skin lesions. Attempts to infect suitable laboratory animals and isolate the virus are proceeding, and from the therapeutic point of view preliminary results with aureomycin are so far very encouraging. Recently two patients admitted to St. Charles's Hospital in the acute stage of Reiter's disease (venereal syndrome) were treated with 23 g. of aureomycin (0.5 g. six-hourly) and improved in an almost spectacular way. It is hoped that a detailed report will be published later. Morphine and Histamine in Bronchial Asthma SIR,-In their letter (May 20, p. 1199) Drs. Feldberg, Paton, Nasmyth, and Stewart say that histamine is released by morphine in isolated perfused mammalian tissue. They suggest that the strong reaction of patients with chest trouble to morphine may be due either to the fact that they release more histarrine after morphine has been given or to their increased sensitivity to histamine. I have not much doubt that the second sugge3tion is the correct answer. Recently I have compared the response of asthmatic subjects and normals to histamine aerosol and found, as others have done before, that very small doses produce a violent bronchial obstruction in asthmatics, whereas in normal subjects much larger amounts caused only mild responses. Moreover, in normal subjects systemic effects of histamine appeared before or together with a bronchial response, while in most asthmatics no systemic effects were observed: the small amount given was sufficient to cause a strong local bronchial effect but not large enough to produce a systemic one.
Most of your correspondents have come to the conclusion that in the circumstances the use of morphine in asthma should be abolished. I am not sure that this rigid attitude is justified. There are some cases of asthmatic state in which sedation is urgent but barbiturates have not the desired effect. In such cases I have given morphine together with adrenaline or isoprenaline, often with success, but I have never seen ill effects from it. This absence of ill effects is easily understandable, as adrenaline and its relatives have a strong antihistaminic action and can neutralize any histamine released by the morphine. I think morphine should be given only in those cases in which it is really necessary, and never without adequate cover by adrenaline.-I am, etc., London,W.C.1.
H. HERXHEIMER.
Case-finding in PulmonarY Tuberculosis
SIR,-The importance of case-finding in the control of pulmonary tuberculosis is well recognized, and mass radiography has been used on a wice scale for this purpose. However, mass radiography is not easily available to all sections of the corr.-munity and other methods of case-finding must be employed.
It is now realized that pulmonary tuberculosis is more common among the middle-aged and elderly, especially males, than was formerly believed. The predominant symptoms of cough, sputum, and shortness of breath suggest a diagnosis of chronic bronchitis and emphysema, and often no investigations are made to exclude more serious disease. It is quite possible that sonme of these patients may, in fact, be suffering from pulmonary tuberculosis and be a potent source of infection to the general community. Most of these patients will escapie a mass-radiography survey as many will be retired, or unfit for serious employment, but many of them have sputum for testing, and if this were done on a wide scale a surprising number might be found to be positive for tubercle bacilli. In view of the cheapness and ease with which it can be done it would seem to be the first examination that should be made in cases of this type in order to arrive at a correct diagnosis.
While the disposal and treatment of such cases as are found to be positive constitute an enormous problem, yet identification of the disease is an essential preliminary to eradication, and sputum-testing is the cheapest and easiest method of doing this and is particularly applicable to the older patient.-I am, etc., Frodsham. M. B. PAUL.
Spontaneous Dehiscence of Coverings of Incisional Hernia
SIR,-From time to time cases are encountered of ulceration of the skin over the fundus of a large hernial sac, and occasionally spontaneous faecal fistulae may occur from the contained intestine. Unheralded and spontaneous external rupture of an incisional hernia would appear to be a very rare complication, and the whole chain of events in the following case is unusual enough to be worthy of record.
A woman aged 74 was first admitted to Tindal General Hospital, Aylesbury, in November, 1942 , under the care of Mr. G. C. Laurie Pile. Three weeks before admission she had complained of repeated bouts of abdominal pain and vomiting, and had noticed the appearance of a lump in her left groin. The lump had increased in size, and throughout the following period she had had intermittent attacks of abdominal pain, vomiting, and a tendency to constipation. Finally, she had gone to her doctor and drawn his attention to this swelling. On admission she had had no bowel action for three days. She was a frail, thin old lady, moderately dehydrated and in a good deal of pain. Her abdomen was distended and tympanitic, with increased peristaltic sounds. In her left groin was a large, tense, inflamed, and irreducible swelling. It was considered that she was suffering from a strangulated femoral hernia, probably of the Richter category, with abscess formation over the femoral canal. Operation was undertaken on November 24, 1942, by Mr. Pile under gas, oxygen, and ether anaesthesia. The mass in the groin was incised, several pints of faecal pus were drained, and a good deal of necrotic omentum was removed. The problem at the time was whether (I) to risk retraction of the strangulated loop into the abdomen, and hope that a faecal fistula would form; or (2) to proceed to immediate laparotomy and resection. The former course was considered the wiser and appears to have been correct in the light of subsequent events.
After the operation a faecal fistula developed at the site of incision, and continued to discharge for the following six weeks, in which time, under treatment, the patient's condition improved greatly.
After this period laparotomy was performed through a left paramedian incision. The affected portion of small intestine was freed from the femoral canal, resected, and side-to-side anastomosis carried out to establish continuity. Apart from some superficial wound sepsis recovery was uneventful, and the patient was discharged from hospital four weeks later.
After this remarkable episode she was lost sight of until July, 1949, when, at the age of 81, she returned to the out-patient department. She had a large incisional hernia through her paramedian wound with a neck to the sac of some 2{ in. (6 cm.) in diameter, situated just below the level of the umbilicus.
The skin over the fundus of the sac was parchment-like, and visible peristalsis was obvious within the hernia. The skin itself showed a little superficial reddening, suggestive of external abrasion from her clothes. A surgical corset was immediately ordered, and she was advised to rest as much as possible at home until this was available. However, two months later, she was seated on the lavatory one morning, and, while straining, the fundus of the sac gave way. According to her statement she precipitated several coils of small intestine into the lavatory-but possibly she exaggerated. There had been no premonitory symptom to herald this event, and there was no suggestion that the hernia had strangulated or that any gross skin sepsis had occurred before the incident.
She was admitted to hospital two hours later, and, in spite of her age and the nature of her complaint, was in a reasonably good condition. Through a small defect over the fundus about four feet of small intestine had extruded themselves on to the abdominal wall.
Operation was undertaken within an hour of admission (heavy nupercaine spinal analgesia, by Dr. R. B. Clayton). The extruded bowel was returned to the abdomen, and through a transverse
